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Teaching rounds can be therapeutically advantageous to the patient, or the reverse. It is elementary and universally accepted by both student and teacher that the patient should not be alarmed by the examination, or by remarks made at the bedside. Yet, sometimes the efforts made to avoid this hazard have the reverse effect. For example, the use of abbreviations or circumlocution, designed to calm the patient and at the same time convey information to the student, can cause alarm or despondency. The heightened imagination of a tense patient can wrongly translate VDH or IUD or any of the thousand medical phrases or abbreviations in common usage, to have some very sinister meaning. Occasionally a patient may be told that she requires hysterectomy for a benign tumour. It may often be wiser to tell her that the womb is not very healthy, that there is no cancer or serious disease, but that she is 'better with an empty house than a bad tenant'. The words must be chosen to suit the individual patient.
The teaching ward round should provide opportunity to examine the patient, observe the effect of the disease, and demonstrate the art of medicine -the doctor/patient relationship. The scientific discussion of the case should be left to the seminar room, or even the outside corridor if there is no such provision for teaching.
In an age when there is so much emphasis on science and technology and when laboratoty and computer aids are so readily available, we should never forget that our first place is at the bedside. It is sad that so few specialists today, and especially those in whole-time service, have an opportunity of seeing the patient not merely in a hospital bed but in their own home surroundings. Invariably lessons can be learnt there too, but with the advent of the polyclinic in general practice the opportunity to see that patient at home will become even more unusual and in consequence the ward round may become even more important. It is all very well to study behavioural science in theory but behavioural science in practice presents many unexpected variations and problems to be solved.
There will always be men of genius whom the computer may help, but whom the computer can never displace. If we agree that medicine must participate in the benefits of automation, all that remains for us to decide is to what extent we will participate, and to seek out the purpose in which it is most likely to be useful. I cannot agree that medicine will be practised on an 'assembly line' basis. I feel sure that most gynecologists, experienced as they are in the effect of the patient's emotions on her health, would not support this view. The variables between woman and woman, and the variables exhibited in one woman at different times, are so vast as to render adequate mathematical programming impracticable and uneconomic in any individual case.
The most important aspect of the art of medicine is the attitude of the doctor to his patient and this can be developed by the student at the bedside, seeing an experienced consultant dealing with different types of patient and situation.
The fourth group to benefit by the teaching ward round is that of the teachers themselves. The house officer learns from the registrar; the registrar from the senior registrar; the senior registrar from the consultant; and last, but by no means lest, the consultants themselves learn from all the others.
Medical teaching by use of the ward round was well established in the early years of the nineteenth century. Physical examination at that time was in its infancy, and rounds for the most part consisted of interrogation of the patient and the prescription of suitable drugs, diets, and remedies fashionable at the time. Later, the classical clinical methods of inspection, palpation, percussion and auscultation, followed according to Osler by a period of contemplation, were grafted on to the earlier conversational methods. Medicine in the latter half of the present century is obviously much more sophisticated and scientific, and the examination of multitudinous pathological reports, X-rays and the results of other modern diagnostic techniques takes up a considerable part of the available time, sometimes with a sadly reduced period of personal contact between consultant and patient. The value of the ward round as a teaching method must obviously, therefore, be continuously under review.
Much useless controversy in medical practice is often conditioned by lack of definition of the subject being discussed. Unfortunately, the term 'ward round' is difficult to define precisely, and may have various meanings. I consider that there are many types of ward round, which are of widely different value and application as a method of teaching medical students and postgraduates.
Section ofMedical Education
The Business Ward Round In this the main object is the diagnosis and the prescription of the initial treatment of newly admitted patients, the evaluation of progress and modification of therapy in patients seen during previous rounds, and the decision as to suitability for discharge and methods of out-patient rehabilitation of convalescents. I personally consider that this type of round is of limited teaching value. It is always difficult to preserve a proper balance between the conflicting interests of patients and students, and great care has to be taken to avoid words unsuitable for the ears of the patient or of those of his fellows and acquaintances in neighbouring beds. In my own student days, thirty years ago, this was the chief teaching method used by the senior consultant staff, and I have bitter memories of long hours of boredom spent in a vain endeavour to hear anything of educational value. One reason for the use of the business ward round for teaching has been conditioned in the past by the small number of weekly sessions of some part-time consultants at teaching hospitals. Many appointments have been for as few as three sessions weekly, the rest of the time being taken up by sessions at specialist hospitals, at neighbouring non-teaching hospitals, and by private practice. Under these circumstances the consultant has no time during his brief visitations to the teaching hospital to carry out more than two business ward rounds, a single out-patient session, and to see patients referred by other members of the staff.
The business ward round has either to be used as a main teaching exercise, or no teaching is, in effect, carried out. All modern recommendations for future senior teaching hospital appointments wisely specify a minimum of six sessions in order that sufficient time be available both for adequate care of patients, and for effective teaching.
Medical students, however, should sometimes attend business rounds in order to learn the principles of continued patient care, and the complex interrelations of consultant staff, registrars, house officers, nursing staff and patients. I consider this best arranged by a compromise whereby either one or two students in rotation accompany the large body of qualified medical staff making up the personnel of the business ward round in modern teaching hospitals. By this means they are well prepared for postgraduate ward duties, but avoid the boredom of continuous attendance at rounds not specifically designed for their requirements.
The Teaching Ward Round
This should be the main modern clinical teaching technique. One, two, or at most three patients are selected for ward demonstration of the history and physical signs by the student in charge, and afterwards the principles and problems of diagnosis, pathophysiology, prognosis and treatment are considered in depth in a seminar room where teacher and students can relax in comfort, and where discussion is not inhibited by the proximity of the patient. Ideally, teachers from other disciplines should participate in this type of round, e.g. pathologists, bacteriologists, physiologists, radiologists, and pharmacologists. This, however, cannot always be achieved in view of the present inadequacy of the staff-student ratio necessary for ideal clinical tuition. Both teachers and students should have the opportunity to choose the patients to be considered. A register should be kept of the cases discussed in order that unnecessary duplication is avoided in rounds carried out by different medical teachers, and that a representative series of clinical problems are chosen during the period of ward attachment.
The duration of student attachment to a particular teaching firm is of considerable importance. This has traditionally been a period of three months both in medical and surgical wards. In some teaching hospitals firms vary considerably in the efficiency of teaching, and in the suitability of patients available for study. This is often well appreciated by the discerning student who may have the misfortune to be posted repeatedly to firms which he often rightly regards as the least desirable. In my opinion, a period of six weeks' attachment is satisfactory. The student is then exposed to teaching from twice the number of medical and surgical units, and the total experience of different students is more uniform, and less subject to the buffets of outrageous fortune. Admittedly, the shorter period of attachment allows less study of the natural history of disease in individual patients, but there is nothing to prevent the keen student visiting his previous ward unit to learn of the progress of patients in whom he had particular interest. The Grand Round This is a transatlantic import, and usually conducted away from the ward, and with large audiences. As it is probably mote suitable fot postgraduate than undergraduate tuition, attendance of medical students should always be voluntary. Nevertheless, the extent of undergraduate participation is usually both surprising and gratifying, despite the fact that these rounds are often arranged at times which might well interfere with the traditionally full social activities of the students. Patients to be discussed are usually chosen for their rarity and research interest, and are thus poorly representative for the undergraduate. It is often claimed that one great defect of teaching hospitals is that the diseases they treat are completely uncharacteristic of those which afflict the bulk of the population. If the undergraduate mainly relied on attendance at grand rounds for his clinical tuition, he would certainly derive an even more distorted view of the incidence of disease. Nevertheless, I am still being educated by grand rounds, and had they been available during my own student life, I would at qualification have been a more experienced and wiser young doctor.
The great value of the grand round is free discussion between thinking medical men of widely different interests and experience. It has no place for the pontifical senior consultant who has the strange delusion that his views are necessarily accurate and sacrosanct, and who is unable to listen to the opinions of less experienced, but often more intelligent, junior staff. He should preferably stay away and fill his time with more suitable pursuits.
The Discussion Round This is a meeting of all qualified medical staff and students attached to a ward unit, and usually held at 14-day intervals. Here especially difficult, atypical, and undiagnosed cases are reviewed. In addition, it is profitable to consider all deaths that have occurred since the previous discussion round, with a review of the necropsy findings, and their relationship to the diagnosis during life. This meeting is especially educative to undergraduates, as it shows that medicine is a developing art and science, and that even experienced clinicians are far from omnipotent, and may on occasion make errors in judgment and commission.
In summary, therefore, the ward round in its broadest sense is an invaluable instrument of clinical instruction. The classical business round, however, has only limited value.
Professor W Bryan Jennett (Institute ofNeurological Sciences, Glasgow, and the University ofGlasgow) I have been asked to speak from the point of view of the consumer, by which is presumably meant the student. The propriety of canvassing student opinion on various aspects of teaching has recently made news; the suggestion that this should influence the don's pocket understandably provoked a sharp reaction from the universities. None the less, it is certainly now accepted that the student viewpoint should be heard, though to what extent it should be heeded is debatable; I should like to touch on this, in general, before dealing with the ward round in particular.
The consumer movement is now widespread, from Which? (concerned with goods) to Where? (concerned with educational establishments), from local consumer councils (concerned with the local shops) to patients' associations (concerned with local medical services). A fundamental tenet of all such groups is that the consumer's needs can be readily identified by the consumer -and whether or not the supplier is meeting these needs can be easily determined. No one wants an unsafe electric blanket, or a car that rusts twice as quickly as another; but when you come to students and what they think they want from their teachers, the exercise becomes less straightforward (as indeed it is also for patients and what they think they want from their doctors).
What interests a student most may not always be most important for him. He may be interested, at one time or another, chiefly in passing an examination; again what students demand may not in fact be in their best interests, and what they acclaim is as likely to be the most entertaining item of teaching, as the most educational; witness the packed houses which lecturers in forensic medicine draw in almost all medical schools. That said, it is only fair now to discuss some of the responses of both undergraduate and postgraduate students to the question: 'Is the ward round obsolete?' None thought it sobut all added conditions to their approval, and most of these have already been referred to in one form or another. Let me reiterate them as put to me, with some added comments of my own.
(1) The ward round should move round -and fairly rapidly, visiting several patients and for specific reasons; my informants seemed to feel that in the ward round setting specific points should be brought out at each bedsidethis person's history, that patient's signs, the other patient's treatment. Once the group sits round the bed and spends three-quarters of an hour on one case it ceases to be a ward round, and is in fact the kind of exercise better done in other ways, such as by seminar or television.
(2) Participation is essentialin some ways this is a reiteration of the last point, namely that the ward round should not become simply a mobile lecture. Some schools claim to have reduced formal lectures to large groups, but simply repeat the same performance to smaller groups -and call it a seminar or a ward round, and student passivity can be just as bad in this context. The patient too should participate, or else why have him there at all ? Students may want to be taught rather than
